Sinonasal fi brosarcoma is an infrequently occurring malignant neoplasm. It usually presents with nasal obstruction and epistaxis, as do other sarcomas in this region. Th e fi nal diagnosis is based on the histopathologic and immunohistochemical examination. We report a case involving a 47-year-old woman with a 2-year history of left nasal obstruction and proptosis, as well as diplopia for the 2 months preceding her visit. Computed tomography and magnetic resonance imaging showed a neoplasm occupying the left nasal cavity, ethmoid sinuses, and bilateral frontal sinuses. Th e neoplasm also was eroding the medial wall of the maxillary sinus, the lamina papyracea, the cribriform plate, and the anterior wall of the frontal sinus. Complete removal of the tumor was achieved both endoscopically and through a Lynch incision. Sinonasal fi brosarcoma was found on histopathologic examination. A RARE SINONASAL NEOPLASM: FIBROSARCOMA Volume 90, Number 5 www.entjournal.com ■ E7
Introduction
Sinonasal fi brosarcoma (SFS) is an infrequently occurring malignant neoplasm. 1 Th ese tumors only account for 7 to 10% of all sarcomas of the head and neck region. 2 Only a few cases have been published, but there are several comprehensive reviews on the histopathologic fi ndings and treatment results for SFS. [2] [3] [4] It usually presents in the same manner as other sarcomas in this region do, with nasal obstruction and epistaxis. 1, 3 Aft er imaging and other diagnostic procedures have been performed, the final diagnosis of SFS is based on histopathology and immunohistochemistry. Histologically, these tumors are hypercellular lesions composed of thin, elongated spindle cells arranged in long fas-cicles and bundles intersecting at diff erent angles (the herringbone pattern). [2] [3] [4] Nevertheless, these tumors are biologically diverse, depending on their histologic type and grading. [1] [2] [3] SFS tumors are associated with a high risk of local recurrence but a low risk of distant metastasis. 1,2 Th erefore, wide local excision with radical margins has been the usual treatment. 1, 5 Orbital exenteration is sometimes required because of tumor invasion 3 but, when feasible, orbital preservation also has been reported to have good results. 6, 7 Endoscopic removal of sinonasal malignant tumors has been thoroughly reported, with good oncologic results and less morbidity than radical approaches. 6, 8, 9 We report a patient with SFS whose case was managed both endoscopically and with an external approach through a Lynch incision via a frontal sinus anterior wall defect, avoiding damage to orbital structures.
Case report
A 47-year-old woman was referred to our hospital with a severely obstructing mass in her left nasal cavity. She had a 2-year history of nasal obstruction and proptosis with hyposmia, occasional epistaxis, and frequent headaches. On physical examination, proptosis and palpebral edema were observed on the left side. Nasal endoscopy revealed a left nasal neoplasm occluding the nasal cavity. Coronal and axial computed tomography images showed a mass fi lling the left nasal cavity. Bone erosion was observed on the left lamina papyracea, and the mass was in contact with orbital fat. A dural defect was seen on sagittal magnetic resonance imaging (MRI) (fi gure 1). A coronal MRI confi rmed the presence of the neoplasm in the left nasal cavity, ethmoid, and both frontal sinuses (fi gure 2).
An endoscopic biopsy was performed under local anesthesia. Although the pathology was reported as a benign mesenchymal tumor, radiologic and clinical cades of life, more commonly among males. 1, 2 Clinical and histopathologic fi ndings of SFS are comprehensively reviewed in small case series of 13 patients, 3 18 patients, 4 and 14 patients. 2 SFS demonstrates variable collagen production, does not show diff erentiation into other types of tissue, and can metastasize. 1, 3 Th ese features allow establishment of a diff erential diagnosis between infl ammatory myofi broblastic tumor, fi broma, desmoid fi bromatosis, and SFS. 1 In contrast to desmoid fi bromatosis, SFS is more findings suggested a malignant tumor. Under general anesthesia, complete removal of the neoplasm was achieved endoscopically and through an external approach via a Lynch incision. We performed a Lynch incision because the anterior wall of the frontal sinus was already eroded (figure 3). Th e tumor involved the ethmoid cells, frontal sinus, and medial orbital fat tissue. We were able to preserve the orbital structures while removing the tumor.
Histopathologic examination of the tumor revealed a low-grade fibrosarcoma. It was a highly cellular tumor composed of elongated spindle-shaped cells arranged in bundles, in the so-called "herringbone" pattern. 4 Th e individual cells had relatively uniform, spindle-shaped or slightly ovoid nuclei, which showed moderate pleomorphism ( figure 4, A) . Immunostaining for CD34 and smooth-muscle actin were focally and weakly positive. Th e tumor was negative for desmin and S-100 protein and positive for vimentin ( figure 4, B) .
Two years postoperatively, there was no sign of recurrence.
Discussion
SFS, a malignant tumor of fi broblasts, is an infrequently occurring neoplasm of the nasal cavity and paranasal sinuses. 1 It usually presents in the third and fourth de- cellular, shows a greater degree of pleomorphism and nuclear atypia, with a larger number of mitoses, and may have areas of prominent necrosis. 10 As the tumor cells usually show positive staining with vimentin, musclespecifi c actin, and fi bronectin, the term myofi brosarcoma has been proposed for this entity. 11 Surgery remains the mainstay for the treatment of SFS. Wide local excision with radical margins is generally recommended. 1, 5 Adjuvant radiotherapy is also used in cases in which there are positive surgical margins or a macroscopically incomplete excision. 2 As shown in the present case, complete removal can be achieved by endoscopic surgery with a Lynch incision, avoiding damage to the orbit and restoring ocular motility. 2 Th e greatest advantage of endoscopic surgery for malignant tumors is the reduction in morbidity. How-ever, it does not allow an en bloc resection with radical margins. Instead, it usually results in piecemeal excision of the neoplasm and sometimes requires frozen-section pathology to obtain adequate safe margins. 8, 9 SFS is usually associated with a high risk of local recurrence and a low risk of distant metastasis. 1, 3, 8 Th e biological behavior of the tumor in this region is very similar to that of carcinoma, and death may result from intracranial extension of a persistent or recurrent tumor. 1 Frequent endoscopic and imaging controls are very useful to achieve early detection of recurrences that can also be treated endoscopically. 6 
